M
arital status is well recognised as a key demographic variable associated with both mental and physical health. In general, being married seems to be protective of health, although more so for men than women. 1 For example, people who are married have been shown to have longer life expectancy, lower death rates, lower self reported morbidity, and better psychological wellbeing than people who are unmarried. 2 People who are separated and divorced display poorer health compared with people who are married, single and, often, to widowed people. 3 However, most previous studies of marital status and health have been cross sectional and have not taken into account previous marital history or health. From these studies it is not clear whether the health or ill health associated with marital status is a consequence of that marital status or whether previous health might have influenced selection into a particular marital status. A longitudinal perspective on marital history and health may be helpful, therefore, in understanding the association between marital status and health, and the type of processes involved. It is also important to consider that multiple changes in marital status over the lifecourse may have an impact on health that cannot be easily identified from cross sectional data.
In addition, given the increase in cohabitation rates over the past few decades, it is necessary to broaden our notion of partnerships to include people who cohabit as well as those who marry. Past research has often included cohabiting people in an unmarried category 4 or, increasingly, combined them with people who are married. 5 However, some research has shown that people who cohabit are more likely to have poorer health than those who are married. 4 Given the limited longitudinal analysis of partnerships change and health, little is known about the pattern of health changes over time associated with changes in partnership status. Booth and Amato 6 indicated a rise in stress before divorce, which later reduced. In another study, increased psychological distress associated with divorce was found to diminish over time, although it was seen to persist for some time beyond the initial separation. 7 Furthermore, the health differential between people who are married and those who are divorced lasted longer in women. 7 The ability of new relationships to overcome the negative effects on health of previous failed relationships or the number of marital transitions from which a person can recover is less clear. Studies have tended to group people who remarried in with those that remain divorced, 8 which essentially ignores entry into a second partnership and its potential benefits for health.
Against this background, the aim of this paper is to describe the association between people's partnership histories and their mental health over time. More specifically, it addresses three key questions. We expect that all of the associations investigated will vary by gender, and all analyses are conducted separately to explore this.
METHODS
The aim of this paper is to explore the association between changes in partnership status over a person's lifetime and their mental health. Given the very different patterns of partnership change under and over the age of 65 (when the latter mainly consists of widowhood), this paper concentrates on the relationship for people under 65 years. The best dataset for this purpose is the British Household Panel Survey (BHPS).
BHPS dataset
The BHPS was begun in 1991 and this paper is based on information for the first nine waves of the survey (1991-99/00). 9 The initial sample was designed as a nationally representative sample of private households in Great Britain and covered about 5000 households and 10 000 adults. (For more information on the sampling strategy see Taylor 10 ). All adults are interviewed annually. This paper focuses on 4430 individuals under the age of 65 in wave 9 who have given full interviews, and have provided complete partnership information, in every year of the survey. Strenuous efforts have been made to follow up all of the initial members of the panel over time and the survey has achieved year on year response rates of about 95%. Nevertheless by wave 7, for example, only 76% remained in the sample. 11 Longitudinal weights have been calculated to correct for biases in the original respondents, and subsequent attrition, and are used in this paper. 10 12 Health questions This paper focuses on the 12-item general health questionnaire (GHQ), which is a well validated screening instrument for psychological distress, largely depression and anxiety. 13 Each of the 12 items has four possible responses. Endorsement of either of the two most extreme responses, for example, ''more than usual'' or ''much more than usual'' as compared with ''same as usual'' or ''not more than usual'' elicits a score of 1 with a total score ranging from 0 to 12. Mean GHQ scores have been used to create standardised ratios (see below), which are used throughout this paper. It needs to be borne in mind that the 12-item GHQ is a comparatively crude screening instrument for psychological distress that does not discriminate between depression and anxiety, and is susceptible to high levels of false positives when compared with interview measures of mental ill health. 13 
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Partnership change
The BHPS asks respondents for confirmation of their partnership status and information on any changes in each annual interview. In addition, in wave 2 all respondents were asked for a complete lifetime marital and cohabiting history. From this information, the number of partnership formations (first or otherwise) and partnership splits that each individual has experienced has been identified. Cohabiting or marrying are treated in the same way. In principle, this means that same sex couples would be included in this analysis, in practice, none are present in the survey for all nine waves, and so this study is based on heterosexual partnerships.
Many couples cohabit then marry each other, or separate before they divorce; in both of these circumstances we have treated the connected changes as a single transition, with the initial cohabitation and separation respectively treated as the key stages in terms of exploring the effect of the transition on a person's mental health. (Hope and colleagues 7 adopt a similar approach). However, we do recognise that the subsequent marriage and divorce may have additional effects on health. For simplicity we have not investigated these here, but plan to do so in future dynamic analyses of this dataset.
Nine per cent of the sample has been single throughout their lives. Over half of both men and women in the sample have experienced only one positive transition (that is, started a cohabitation or marriage that is ongoing) during their lifecourse. Thirty five per cent of respondents have experienced at least one partnership split during their lifecourse up to the end of the survey period. Nearly a third of people who have separated from their first partnership are currently alone after the break up, while 70% of them (25% of survey) have remarried or begun another cohabitation. Of these people, a small number have gone on to have several further partnerships, although most remain in their second partnership.
Statistical methods
To explore the mental health consequences of partnership transitions, standardised ratios for the mean scores of GHQ have been calculated for men and women separately using the indirect method. 15 Age specific mean GHQ scores from the whole sample were applied to each partnership group to create an expected score based on their age distribution. This is then compared with the actual mean score for the partnership group to give the standardised mean GHQ ratio (Similar to the standardised mortality ratio). Partnership groups with ratios greater than 100 have a higher mean GHQ score than would be expected given their age distribution and those groups with less than 100 have a lower score than would be expected. Age standardisation ensures that any observed differences are not the result of the different age structures of the various partnership groups. However, as the ratios have been calculated separately for men and women, strictly speaking, comparisons between them cannot be made. Confidence intervals have been calculated at the 95% level to assess whether the mental health differences observed are attributable to chance. 16 
RESULTS
The results for these initial analyses of the BHPS in relation to the three research questions above are presented below.
What is the effect of multiple partnership transitions on male and female mental health? Table 1 shows the relative mental health status at wave 9 of the different partnership transition groups by gender. Men who experienced one partnership split in their lifetime had significantly poorer mental health than those who had not experienced any transitions, and than men who had formed a first partnership. Oddly, the best mental health was observed in men who had undergone two or more partnership reformations, and this was significantly better than all other men.
Women who had not experienced any partnership transitions or who had formed and remained in their first partnership had significantly better mental health than those who had experienced partnership splits. This was irrespective of the number of splits encountered and whether or not a partnership reformation had occurred. However, the mental health of women became worse as the number of partnership splits rose or similarly as the number of partnership reformations increased. The poorest mental health was among those women who had experienced multiple partnership splits.
For both men and women it can be clearly seen that remarriage or re-cohabiting improved mental health as compared to remaining alone after a partnership split. However, for women, the ability of partnership reformation to overcome the negative mental health outcomes associated with partnership splits reduced in accordance with the number of splits already encountered.
Do the effects on mental health differ for people who marry compared with those that cohabit? Table 2 shows final mental health status according to lifetime partnership history and current status. Men and women who formed a lasting first partnership actually differed in mental health according to whether they were married or cohabiting. Men with a cohabiting first partnership had significantly better mental health than those who married in their first partnership. In contrast, women who married had better mental health than those who cohabited at first partnership (albeit not significant).
Men who split from a partnership have poorer mental health than other men. This was particularly true of those who returned to a marital status of single after their last cohabit spell had ended who had significantly worse mental health than all other men. Men who cohabited after a partnership split had significantly better mental health than those who married and all other men who remained alone after a partnership split.
Women who married and remained so or who remained single throughout their lifetime displayed significantly better levels of mental health than those who had encountered partnership split(s) or partnership reformation(s). Those who had split from their partnerships and remained alone, especially if they had previously been married, experienced the poorest mental health. Such women had statistically significantly worse mental health than all other groups except those alone after a separation from one cohabit spell. For women who had experienced partnership splits during their lifecourse, those who reformed partnerships (marriage or cohabiting) had significantly better mental health than those who remained alone.
Does the time since a partnership transition change the consequences for mental health? Table 3 shows the relative mental health of men and women by the length of time since their last partnership transition occurred. Women who formed a first partnership less than five years ago had better mental health than all other women, such women had statistically significant better mental health than those who had experienced partnership split(s) or partnership reformation(s). However, men who formed a first partnership less than five years ago only had significantly better mental health than men who had encountered a partnership split less than five years ago.
Men who had undergone a partnership split over 10 years ago had significantly better mental health than those whose separation had occurred less than 10 years ago. In contrast, women's mental health did not seem to recover from their last partnership split, irrespective of the length of time since it occurred. Although, women who had encountered a partnership split most recently (five or less years ago) displayed significantly worse mental health than women who had experienced a partnership split less recently (six to ten years ago).
Men who reformed partnerships less than five years ago also had significantly better mental health than those who underwent a partnership split less than five years ago. Only women who reformed partnerships over six years ago had significantly better mental health than women who experienced a partnership split less than five years ago.
DISCUSSION
The analysis presented in this paper has begun to explore the association between partnership change and mental health. It provides novel research on the longitudinal association between different types of partnerships (marriage or cohabitation), partnership transitions, and mental heath. In the main, the results are broadly consistent with the limited literature that exists. The finding that the number of prior marital splits moderated the health enhancing effects of subsequent partnerships, with multiple marriages being associated with poorer mental health is supported by a study by Barrett. 17 This suggests that although a new partnership improves health, it cannot entirely eliminate the detrimental effect of a previous separation. 18 However, the possibility of prior mental ill health or relationship difficulties increasing the risk of subsequent relationship breakdown cannot be ruled out.
In this study, as in some others, the negative health effects of a partnership split was greater for women than for men. 8 19 However, this is not true of all studies. For example, Maciejewski and colleagues 20 found no gender differences in depression following the death of a spouse, divorce, or partnership problems. Our study also shows that forming a second or subsequent partnership has a less beneficial effect on women's health than men's, and that women were more adversely affected by multiple partnership transitions and that the effects were longer lasting. This result is supported by a meta analysis of studies of physiological changes after marital conflict, which found the detrimental effects showed greater persistence for women than for men. 21 Men in first partnerships displayed better mental health than those who remained single, whereas women who remained single displayed equally good mental health to those in their first partnership and better health than those who had experienced a partnership split. This is further support for the finding that single men display more distress than married men and vice versa for women. 1 22 Goldman and colleagues 23 found single women had better mental health outcomes than married women, albeit their study was based on an elderly sample.
In relation to cohabitation and marriage, the results presented here suggest that they have different effects on men's and women's health, while the findings in the literature are mixed. Some studies find that there are no health differences between people who cohabit and those that marry. 24 However, other studies have found that people who cohabit have higher levels of depression than their married counterparts. 4 25 26 Although a number of these studies pay careful attention to potential mediators that may explain these differences, none of them explore the associations for men and women separately, and they hence do not shed light on the particular findings here, which suggest that marriage in itself may be more beneficial for women's mental health than cohabitation.
Cohabiting individuals have been described as being more receptive of divorce and selective of those less committed to their relationships. 26 Brown finds that the higher rates of depression among people who cohabit can be explained by the quality of the relationship, in particular, its stability, and that the differences between people who cohabit and marry are only apparent among those in long term relationships. 27 Other studies have also found differences in the health of people who cohabit are more apparent in long term relationships, where again, the explanatory factors seem to be the quality of the relationship and the extent of commitment. 28 Finally, this study found that the beneficial and harmful effects of partnership change on mental health varied over time. Similarly, in the literature, negative outcomes for mental health have not always been evident immediately after partnership transitions. Psychological distress may only occur during the period surrounding a partnership split. 7 For
Key points N Enduring first partnerships were associated with good mental health. Partnership splits were associated with poorer mental health, although the reformation of partnerships partially reversed this. The more recently a partnership split had occurred the greater the negative outcome for mental health.
N Cohabiting was more beneficial to men's mental health, whereas marriage was more beneficial to women's mental health.
N Women were more adversely affected by multiple partnership transitions and seemed to take longer to recover from partnership splits than men.
N Women who remained single throughout the lifecourse displayed good levels of mental health relative to other women, but this was not the case for single men.
N Further research is required to explore the explanations for these complex associations between partnership and health, in particular the role of children in the household, financial resources, and employment would seem crucial. (n = 4360). Time since last transition is not known for 41 men and 28 women respectively, they are excluded from this analysis.
example, one study found that depression and anxiety differed according to the stage of divorce. Those people in happy marriages or those divorced for six to twelve months had better health than those currently separating or in the earlier stages of divorce. 29 Similarly Ren found that people currently separating from their partner had higher rates of depression than those in unhappy marriages and those who had already divorced. 4 There are a number of limitations to this paper that need to be borne in mind in relation to the data available and the simplicity of the analyses undertaken here.
Although the BHPS is a large and sophisticated panel study, some of the partnership categories were too small to be analysed separately and needed to be grouped. For example, while we were able to separate marriage and cohabiting for people's final partnership status (which revealed considerable gender differences), we were not able to do the same for the lifetime partnership transition variables. Similarly, people who were divorced, separated, or widowed were grouped together because of small numbers. Although studies in the literature have generally found that people who are divorced experience the most negative mental health effects, other authors have found that people who are separated to be the most unhealthy. 23 There are therefore some grounds for treating separation as distinct from divorce. However, given the lifecourse perspective adopted here, the vast majority of separations converted into divorces fairly rapidly.
This paper has only considered the number and type of partnership changes that have been encountered but has not considered the characteristics of the partnerships themselves. Various studies have suggested that the quality of relationships is more important than simply being in a relationship. In this way divorce and separation may actually promote mental health in cases in which the marriage was stressful or abusive, and conversely poor marriage or cohabiting relationships could lead to poor mental health. 4 30 For example, Aseltine and Kessler found no depressive effects of marital disruption among those who were escaping marriages with serious long term problems. 19 Characteristics of the marriage itself have also been shown to be important for health, for example, companionship and equality of decision making were particularly important when women were faced with juggling multiple roles. 31 At the same time, no marriage characteristics were found to be predictive of health outcomes in men, demonstrating the importance of gender differences. 31 Taking another perspective, Simon and Marcussen found that the negative effects of marital loss, and the positive effects of a marital gain, were greater for people who believed in the desirability and importance of marriage than for those who did not hold such beliefs. 32 The analyses presented in this paper have demonstrated some interesting associations between partnership transitions and health. However, to keep the analyses comparatively simple there has been no attempt to explain why different partnership transitions may be associated with different levels of mental health. In future research, we plan to use multivariate techniques within the BHPS to explore these complex interrelationships, for example, the timing of transitions and the pattern of health, before and after each transition, in more detail.
Policy recommendations
This is a difficult area to make policy recommendations in, and further research is required to understand some of the casual factors behind these associations. However, two policy recommendations would seem important from the results presented here.
N The United Kingdom parliament should review the law in relation to cohabitation rights. The lack of protection of the financial and property rights, and hence the security, of cohabiting couples when they separate may explain why women who cohabit have poorer mental health than women who marry.
N Local social services and non-statutory organisations supporting people during and after separation and divorce should target their support on women who have experienced multiple separations.
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